The increasing prevalence of asthma and obesity in many parts of the world, especially in developed and English-speaking countries, has attracted much attention from the scientific community. This fact has motivated initiatives to control the impact of obesity on children's health (1) , as well as that of asthma (2) . In the last decade, studies in children and adults provided evidence for an association between obesity (defined by body mass index -BMI) and asthma. Excess weight is identified as a risk factor for the development of asthma, decreased asthma control, increased asthma exacerbations, and increased utilization of emergency services; it may also be responsible for the development of future chronic diseases (3) . According to some authors, there is evidence that such effects are gender-dependent (4) , especially when assessing the impact of obesity on pulmonary function (5) . Asthma, because it may facilitate the onset of exercise-induced symptoms, generates inactivity, which, in turn, determines a reduction in physical fitness, leading to the increased triggering of effort-induced symptoms. Recently, a distinct clinical phenotype -obesity-associated severe asthma -has been proposed for some forms of severe asthma that are characterized by being difficult to treat and control (6) . Both asthma and obesity are systemic inflammatory disorders (7) . The relationship between them is still a matter of controversy, though. In obesity, hormonal changes associated with increased deposition of adipose tissue may contribute to chronic airway inflammation, which increases the risk of associated morbidities, such as cardiovascular diseases and diabetes. Such inflammation, lodged in the airways, could explain the association with asthma (8) . It is believed that inflammatory mediators in adipose tissue, leptin, and low adiponectin levels regulate T-cell proliferation and play an important role in the pathophysiology of pulmonary diseases, also contributing to the aggravation of the systemic inflammation and the uncontrolled production of reactive oxygen species (9) . The decrease in antioxidant defenses may worsen the condition, with oxidative stress, and consequent systemic airway inflammation (10) . A recent study conducted by our group on obese adolescents with asthma reported increased levels of serum reactive C-protein, without increase of other markers of oxidative stress, when compared to a group of obese adolescents (11) . In this issue of Revista Paulista de Pediatria, Andrade et al (12) published a study on the association between obesity, determined by BMI, and asthma, considering: age, gender, initial classification, asthma control, and spirometric values (forced expiratory volume in one second [FEV1] and forced expiratory flow between 25 and 75% of forced vital capacity [FEF25-75%] at baseline in asthmatic adolescents. A representative sample was evaluated, and no differences were found between genders in relation to the initial classification of asthma or to the level of asthma control. Most patients had persistent asthma, and the disease was partially or completely controlled in more than 85% of participants. When obese or overweight patients were analyzed, the analysis of spirometric values showed no significant correlation with BMI. Therefore, similar to other authors' findings, no significant correlations were found between overweight/obesity and asthma using clinical, anthropometric, and spirometric parameters.
Thus, there is still much to investigate about how obesity can cause or aggravate asthma. It is clear that weight gain and obesity are particularly problematic in asthmatic patients and randomized controlled studies are needed to determine the best treatment approaches for asthma in obese patients.
